The aim of this case report is to demonstrate a very rare coincidental existence and management of the Killian-Jamieson diverticulum during thyroid surgery in a patient with dysphagia. An 18-year-old female patient with the complaints of progressive dysphagia and a rapidly growing mass at the anterior cervical region was undergone thyroid lobectomy. Coincidentally, a 2×2 cm Killian-Jamieson diverticulum was observed and simultaneously excised with the thyroid lobe, preserving the recurrent laryngeal nerve. Dysphagia is a frequent symptom, especially in patients with a rapidly growing thyroid mass. Thyroid surgeons should keep in mind that hypopharyngeal and upper esophageal pathologies can mimic the symptoms of a thyroid mass; therefore, detailed imaging techniques should be used for the differential diagnosis.
Introduction
Dysphagia is termed as difficulty in swallowing and divided into oropharyngeal and esophageal types according to its anatomic localization (1) . An esophageal diverticulum is an anatomical and structural disorder that is of either pulsion or traction type, resulting mainly in dysphagia and also regurgitation, aspiration, cough, and halitosis (2) . However, the most common type of diverticulum in the upper segment is the Zenker's diverticulum; the Killian-Jamieson (K-J) type is seen very rarely but has a significant anatomical relationship with the recurrent laryngeal nerve (RLN) (3) .
The aim of this report is to show the possible coincidental causes of dysphagia, as seen in the K-J diverticulum before thyroid surgery in patients with prominent dysphagia.
Case Report
An 18-year-old female patient with the complaints of a rapidly progressive growing mass in the anterior cervical region and dysphagia since a year was referred to our clinic. During physical examination, the right lobe of her thyroid gland was diffusely palpable, and there was no lymphadenopathy with palpation in her bilateral neck regions. Ultrasonographic examination revealed a complex echogenic 19×30×42-mm single nodule with partial halo in the right thyroid lobe and no cervical pathologic lymphadenopathy. Benign cytology was noted in the fine-needle aspiration biopsy results. There were no suspicious ultrasound imaging and flexible laryngoscopy findings of a diverticulum. Intraoperatively, after the identification of RLN, the right lobe was completely dissected with the isthmus. The nerve was pushed anterolaterally by a 2×2 cm bulging mass originating from the lateral side of the esophagus. This mass was fluctuating, cystic but adherent to the nerve and surrounding tissues (Figure 1 ). It was delicately dissected from the nerve and surrounding soft tissues. After skeletonization, it was seen that the mass was originating from the inferior border of cricopharyngeus muscle. It was diagnosed as a diverticulum after needle aspiration of air. The diverticulum was completely resected, and the mucosal defect was primarily sutured ( Figure  2 ). During the postoperative period, no vocal cord palsy was seen. After 3 days of nasogastric feeding, oral alimentation was started. Dysphagia disappeared two weeks after surgery. Histopathological examination of lobectomy was papillary thyroid carcinoma and histopathological examination of the diverticulum material revealed false diverticulum without a muscular layer. Barium esophagography showed neither stenosis nor recurrence of diverticulum after one year of follow-up ( Figure 3 ). Informed consent was obtained to use intraoperative photographs, documents, and barium X-ray images for the case report from the patient.
Discussion
Swallowing is a complex reflex comprising voluntary and involuntary phases. It involves a sophisticated organization of sensorial input of the cranial nerves and motor output by the upper aerodigestive system muscles (1). Any structural or neurological defect in this organization results in dysphagia.
For differential diagnosis, a detailed history by asking some specific questions can be adequate to look for the anatomical localization of the etiology. Postnasal regurgitation, cough, repetitive swallowing, pain, weight loss, and reflux are significant featuring symptoms of dysphagia for determining the level of pathology (2) .
The relationship between thyroid pathology and dysphagia is generally mechanical because of compression symptoms. Moreover, hypothyroidism causing esophageal motility disorder and hyperthyroidism causing myopathy are the other less common factors (4).
Esophageal diverticulum is a very rare cause of dysphagia. It is encountered in less than 1% of esophagoscopies (2) Figure 3 . Barium esophagography after a 1-year follow-up the weak triangular area (Killian's dehiscence) above the cricopharyngeus muscles, the Killian-Jamieson type is rarer and less symptomatic and originates from the lateral wall of the esophagus under the cricopharyngeus muscles (Killian-Jamieson area) and protrudes anterolaterally (5). It was first described by Ekberg and Nylander in 1983 as a proximal lateral cervical esophageal diverticula (6) . In a study comprising 16 K-J diverticula patients, 75% were unilateral left sided and 25% were bilateral. The average dimension was 1.4 cm (6). In this case, the K-J diverticulum was surgically diagnosed because of its typical anatomical localization originating from the esophagus under the cricopharyngeus muscles and bulging anterolaterally and having a closer relationship with RLN. Surgical treatment of K-J diverticula is transcervical because of its very close relationship with RLN (5). Fifty-eight percent of patients with diverticulum were found to be asymptomatic (6) . Therefore, in general, they are incidentally diagnosed, as seen in our case. Dysphagia was considered to have occurred as a result of a rapidly growing 42-mm thyroid nodule, and there were no other symptoms of the diverticulum. As a result, no further investigation was performed. However, surgeons should suspect of other possible causes of dysphagia in thyroid patients, especially in those with prominent dysphagia and coexisting symptoms, and should collaborate with the radiologist because an experienced radiologist can distinguish a thyroid nodule from a diverticulum. Change in sonographic appearance by compression, swallowing, and repetitive examination and presence of air-fluid level are some specific ultrasound findings to differentiate a diverticulum from a thyroid nodule (7) . Therefore, repetitive ultrasonography should be performed to rule out diverticulum from the thyroid nodule. Although halitosis is one of the most frequent symptoms of diverticulum, our patient showed only symptoms of dysphagia. Because of lesser symptomatic nature of the K-J diverticulum, closer relationship with RLN, and typical anterolateral protruding pattern of the diverticulum under the cricopharyngeus muscles seen in our case, Zenker's diverticulum was ruled out. Moreover, Zenker's diverticulum usually arises from the Killian's triangle present between the inferior constrictor and cricopharyngeus muscles and outpouching posteriorly (8) . However, preoperative esophagography should be performed to differentiate them.
Carcinoma of the pharyngeal diverticula has an incidence of 0.3-8% in literature (9) . Therefore, careful histopathological examination is necessary to diagnose the malignancy. Further computerized tomography scan and magnetic resonance imaging should be performed for the planning of treatment (9) .
Although the K-J diverticulum can mimic ultrasonographic features of a thyroid nodule, there are only two reports with synchronous thyroid pathology and K-J diverticula, and there is no report on such a young patient with a K-J diverticulum in literature (3, 10) .
Conclusion
In this case, dysphagia was thought to have occurred because of the rapidly growing thyroid mass, and there was no suspicion of a diverticulum based on the ultrasound findings; therefore, no further studies were conducted. If dysphagia exists with thyroid pathologies, physicians should consider the other etiologies. Detailed imaging studies should be performed before surgery not to encounter incidental copathologies that can result in undesirable complications.
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